MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH g l63-'-041225 |

Registralion District No, ,338 Primary Registration District "1003 51 STATE FILE"NUMBER
DO NOT WRITE AMENDED AT T s —— A

ON THIS STUB B FE= 0t T=a1303
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where cdecessed lived. If institution: Residence before

a, COUNTY . a. STATE b, COUNTY issl
) Mo, Washing tof '
b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY {nside Limits

Ok OR
TOWN St.Louls towv  Blackwell s Mo. Yes [ Mo Xl
c. FULL NAME OF (If NOT in haospital, give location) Insida Limirs d. STREET (I eutside, give location} Reside on Farm

HOSPITAL OR ADDRESS
wsuviion DePaul Hospital . [Ye&X MO Star Route Yer O Mo

Ly

v$ 300
Rev. 4/59

DATE AMENDED

3. NAME OF DECEASED First Middle Layt 4. DATE Day Year

(Type or print) QF
WwWatllace B ouev DEATH 1O 11 LI
5. SEX & COLOR OR RACE 7. Marriad G/ Never Married [ a_\ DATE OF BIRTH 9. AGE (last birthday) { IF UNDER 1 YEAR [F UNDER 24 HR

P/\a ] o Qou o . Widowed [] Divorced [] l+-26-1889 7]+ Months | Days I Hours Min.

104, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR [NDUSTRY| 11. BIRTHPLACE (City and stefe or cowntry) | 12, CITIZEN QOF WHAT COUNTRY

during most of working life, even if retired) + ' .
My e e Barite Mill Richwood, “issouri| U,S,A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Ell Boyer Mar’thataﬂoderidue_ -{ ANASTASIA BOYER

15, WAS DECEASED EVER IN U.5. ARMED FORCE 16, SOCIAL SECURITY 17. TRFORMANT Address

{Yas, no, YlUknawn] (If yes, give war or dates g h \ T[',gnet‘ta_}}qrej tler Fe stus . MO .

1B. CAUSE OF DEATH {Enter only one cause peT TIinE TOT (@], (O], 8N (&7 INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY; ONSET AND DEATH

IMMEDIATE CAUSE (a) l o R ALV ACRAYY &' el

DOCUMENT

which gave riye to

above cauve {a), i
atating the wunder- 6‘ /
Iying cause last. DUE TQ (<} 5—- x

PART 1. DTHER SIGHIFICANT COMDITIONS CONTRIBUTING TO DEATH bur mes retered 5o rhe lerminal PART ML If  decossed was female was
disease condilion given in PART | (») there & pragnency in last 90 dayr.

rD Yes | O Na | O Unknown

79, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART 11 of irem 18.}
PERFORMED? O [ )
YES [*Ym]

20c. TIME OF _Houl  Month, Day, Yeer |
NJURY am.
p-m.

20d. {MJURY QCCURRED Z0e. PLACE OF INJURY (e.g., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WOQRK ] farm, factory, straet, office bidg., e1c.}
NOT WHILE AT WORK ]

: ! her
21. | amended the deceased frow. to. Oet 1 4’ " ﬁand last saw pim alive on L) . 9L 3
g toHN ﬁ M . m on the date stated above, and to the best of my knowledge, from the causes stated.

Death occurred at

Conditions, if any, DUE TO (b) < (‘D awvy v eal, V\'a

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEQICAL CERTIFICATION

22c. DATE S5IGNED

2 ATURE {Degree or litle] . 22b. ADDRESS
’”jy i 477@, . N | Sog e G Ao 19/7¢

23a. BURIAL, CREMAThN 235 DATE 23¢c. NAME QOF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) (Stata)
REMOVAL (Specify)

. h Cemeter Tiff Missourl
2BeFUmNCE)R\.ILaD]|;IECTOR OCt 19‘ AI?D}ESS St Josep 25. DATE RECD. Byl.OCAL REG. I'RARFSIGN
Mothershead Funeral Home DeSoto,Mo. OCT 17 1963 PN u,% /70

{Licansed Embalmer’s Statement on Reverse Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student ; .
Signature of Student Embalmer

Licensed Embalmer No. 9/,7/%5//

P. Q. Address 2 ./d,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




